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CLIENT: 
 

______________________________  __________________ ________________ 
Name of Client/Previous Names  Birth Date   MIS Number 
 
___________________________________  ___________________________________________ 
Street Address     City, State, Zip 
 
AUTHORIZES: DISCLOSURE OF PROTECTED HEALTH 

INFORMATION TO:  
  
_____________________________________   ___________________________________________ 
Name of Agency     Name of Health Care Provider/Plan/Other  
   
_____________________________________ ___________________________________________ 
Street Address     Street Address 
 
_____________________________________ ___________________________________________ 
City, State, Zip Code    City, State, Zip Code 
 
INFORMATION TO BE RELEASED: 
___  Assessment/Evaluation ___  Results of Psychological Tests ___  Diagnosis 
___  Laboratory Results  ___  Medication History/   ___  Treatment  
___  Entire Record (Justify)         Current Medications   
___  Other (Specify):
 

PURPOSE OF DISCLOSURE:  (Check applicable categories) 
___  Client’s Request   
___  Other (Specify):   
 

 
 

Will the agency receive any benefits for the disclosure of this information? ___ Yes ___ No 
 
I understand that PHI used or disclosed as a result of my signing this Authorization may not be 
further used or disclosed by the recipient unless such use or disclosure is specifically required 
or permitted by law. 
 
EXPIRATION DATE: This authorization is valid until the following date: ____/_____/_____ 
                   Month   Day      Year 
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YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATON: 
Right to Receive a Copy of This Authorization - I understand that if I agree to sign this 
authorization, which I am not required to do, I must be provided with a signed copy of the form. 
 
Right to Revoke This Authorization - I understand that I have the right to revoke this 
Authorization at any time by telling DMH in writing. I may use the Revocation of 
Authorization at the bottom of this form, mail or deliver the revocation to:  
 
________________________________________  ________________________________________ 
Contact person      Agency Name 
 
________________________________________  ________________________________________ 
Street Address      City, State, Zip 
 
I also understand that a revocation will not affect the ability of DMH or any health care provider 
to use or disclose the health information for reasons related to the prior reliance on this 
Authorization. 
 
Conditions. I understand that I may refuse to sign this Authorization without affecting my 
ability to obtain treatment. However, DMH may condition the provision of research-related 
treatment on obtaining an authorization to use or disclose protected health information created 
for that research-related treatment. (In other words, if this authorization is related to research 
that includes treatment, you will not receive that treatment unless this authorization form is 
signed.)  
 
 
I have had an opportunity to review and understand the content of this authorization form. By 
signing this authorization, I am confirming that it accurately reflects my wishes. 
 

______________________________________________________________  ___________________
Signature of Client / Personal Representative  Date 
If signed by other than the client, state relationship and authority to do so: _________________ 
  

REVOCATION OF AUTHORIZATION 
 
SIGNATURE OF CLIENT/LEGAL REP: __________________________________________________
 
If signed by other than client, state relationship and authority to do so: _____________________ 

DATE: _____/______/______ 
          Month   Day     Year 



COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH 
OFFICE OF THE MEDICAL DIRECTOR 

Indigent Medications Program 
 

Date:   
 
TO:                    _______________________ (Pharmaceutical Company) 
 
 
FROM: ________________________  _____________________________ 

(Doctor’s Name)    (Doctor’s Signature) 
 
________________________    

  (Name of Clinic) 
  County of Los Angeles/Department of Mental Health 
   
SUBJECT: BENEFITS STATUS LETTER 
 
___________________________  (Client’s Name) 
 
This client is unable to produce documentation as to the status of his/her Medicaid application.  
However, the County of Los Angeles has been able to determine, through our access to the State 
of California information system, the following: 
 

____The client is being considered as an applicant for Medicaid/SSI/SSDI.  Application is 
in the process of being developed. (Application and history establishment and/or 
documentation of 12 consecutive months of psychiatric treatment are in the 
process of being developed.) 
 

 ____The client has applied for Medicaid/   _________________ Results are pending. 
                                       SSI/ SSDI.  (Date)    
 
____The client has been denied Medicaid. _________________ 
       (Date) 
 
____The client has been denied SSI/SSDI. _________________ 
       (Date) 
Comments ______________________________________________________________ 
 
_______________________________________________________________________ 

 
There will be continued efforts to assist this client to obtain prescription and other benefits to 
which he/she is entitled, through the LAC – DMH benefits establishment programs.  Please 
consider this client for enrollment in your Patient Assistance Program.    Thank you. 



 
 

BRISTOL – MYERS SQUIBB PATIENT ASSISTANCE FOUNDATION, INC. 
P.O. Box 1058 

Somerville, NJ 08876 
Phone: (800) 736-0003 

Fax: (866) 310-7550 
 
 

**Priority Facsimile Transmittal** 
 
 
                    

To:____    ___Fax:__________________________  
 
From:____    ___Date:__________________________  
 
 Re:____    ___Pages:_________________________ 
 
CC:____    __________________________________                 

 

___________________________________________ 
 

Urgent             For Review             Please Comment              Please Reply             Please Recycle 

___________________________________________ 
 
 
 

**Priority Facsimile Transmittal** 



 
 
  DEPARTMENT OF MENTAL HEALTH 
 
 

DMH FAX COVER FOR TRANSMITTING PHI 
 
 
 

Date Transmitted: _____________________ Time Transmitted: ____________________ 

Number of Pages (including cover sheet):  ___________________________________________ 

Intended Recipient: _____________________________________________________________ 
 

FAX DETAILS 
 
 

Name: ____________________________ 

Facility: ___________________________ 

Address: __________________________ 

Telephone #: _______________________ 

Fax #: ____________________________ 

Name: _____________________________ 

Facility:  ___________________________ 

Address:   __________________________ 

Telephone #: ________________________ 

Fax #: _____________________________ 
 

Documents being faxed: 
 

� Clinical Records 
 

� Other: ________________________________________________________________ 
 
 
 
 
This facsimile transmission may contain information that is privileged and confidential and is 
intended only for the use of the person or entity named above. If you are neither the intended 
recipient nor the employee or agent of the intended recipient responsible for the delivery of this 
information, you are hereby notified that the disclosure, copying, use or distribution of this 
information is strictly prohibited. In addition, there are federal civil and criminal penalties for the 
misuse or inappropriate disclosure of confidential patient information. If you have received 
the transmission in error, please notify contact person immediately by telephone to arrange for 
the return of the transmitted documents to us or to verify their destruction. 
 
 
 
 
Please contact _________________________ at _________________________ to verify receipt 
of this Fax or to report problems with the transmission. 
 
 
 
I verify the receiver of this Fax has confirmed its transmission: 
 
Name: ____________________________ Date: _________________ Time: ____________ 
 DMH Treatment Team Representative 

FAX DETAILS 

TO FROM 

CONFIDENTIALITY STATEMENT 

VERIFICATION OF TRANSMISSION OF PHI 
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